1. Introduction {#sec1-ijerph-17-04227}
===============

Personal identification (PID) serves multiple and frequently contradictory purposes within the context of the modern state. Establishing the identity of individuals by connecting them to key information such as age, sex/gender, birthdate, nationality, and residence, PID has the potential to confer certain rights and privileges on individuals. Common forms of PID, like birth certificates, passports, driver licenses, and government-issued health cards, grant access to important benefits, such as health and social services, while non-government PID (e.g., private club membership card, credit cards) typically allow situational access or benefits to the bearer. However, the loss and misuse of personal identity can have devasting consequences for individuals.

State record keeping also makes individuals visible to the polity and, thus, governable and subject to the loss of freedoms. Recent conversations about the significance of PID and identification security processes, especially since the events of 9/11 and the ongoing collection and sale of personal data through large online social media platforms, have largely centered on fears about increased state and corporate surveillance, as well as identity theft and fraud \[[@B1-ijerph-17-04227],[@B2-ijerph-17-04227],[@B3-ijerph-17-04227]\]. While it is extremely important to acknowledge that these circumstances have had and continue to have enormous and detrimental impacts on the lives and well-being of individuals and communities, largely overlooked in these conversations is the central role played by PID in accessing essential state services, particularly among people who are socially and economically disenfranchised. Taylor and colleagues have astutely described this phenomenon as the inherent ambiguity of viewing citizens as both a "risk to be managed, and thereby an object for surveillance (and) a consumer deserving the best possible public service" \[[@B4-ijerph-17-04227]\] (p. 152). After all, without PID it is nearly impossible to access health care, housing, income maintenance, education, banking services, employment, and pension benefits, among other essential programs and services. It is also frequently impossible to access something as simple as emergency food services, like a food bank, without providing government-issued PID and proof of residence.

While access to and possession of PID does not of itself guarantee education, health, protection, and participation in society for marginalized people, not having certain forms of government-issued PID ensures that access to essential health, social, and financial services is nearly impossible \[[@B5-ijerph-17-04227]\]. Possession of PID, in effect, becomes the gateway to accessing the social determinants of health, particularly in rural settings \[[@B6-ijerph-17-04227]\]. Thus, what we refer to as the "problem of personal identification" occurs when populations that are already marginalized and underserved are made further vulnerable because they lack forms of official identification that enable them to secure vital benefits and resources, effectively making them invisible to health and social services.

Literature on PID in the North American context that does not examine this issue from a security/governmentality perspective tends to focus on populations that are precariously housed or homeless and living in urban spaces. Barriers to PID associated with people living in rural and northern settings in North America have not been adequately explored. Additionally, relatively little attention is paid to the particular PID challenges experienced by people who are racialized and Indigenous, and further, how those identities operate alongside space and gender. These multiple and intersecting identities are important to explore with regard to PID because, as Audre Lorde points out, "we do not live single-issue lives," \[[@B7-ijerph-17-04227]\] meaning that it behooves us to understand the dynamic ways that lived identities and structural systems intersect to the detriment of the most marginalized individuals and social groups.

Through this scoping review, we seek to enter into this conversation regarding barriers to obtaining PID by highlighting the ways in which the problems posed by a lack of PID are particularly pronounced for people living in rural, northern, and remote access communities---people whom we already know experience poorer health outcomes than residents in metropolitan and suburban areas, and whom to date have been largely ignored in the scholarship \[[@B8-ijerph-17-04227]\]. Further, in Canada, Indigenous people are more likely to reside in the provincial north and territories than non-Indigenous people \[[@B9-ijerph-17-04227],[@B10-ijerph-17-04227],[@B11-ijerph-17-04227]\]. Given the higher proportion of Indigenous people and communities located in rural and remote areas, we contend that health disparities and a lack of access to health and social services resulting from a lack of PID exacerbate inequalities between Indigenous and non-Indigenous people, broadly speaking.

A better understanding of the problem of PID is needed, particularly as it pertains to accessing health and social services for the most marginalized people and groups in society. The aims of this scoping review are as follows: First, to provide readers with a clear understanding of the current research on this topic by providing a comprehensive review and analysis of the academic and gray literatures on the barriers to attaining PID in North America. Second, this review aims to show the significance that a lack of PID has for people's ability to access health and social services. Third, this review aims to identify gaps in the existing research, particularly in regards to rural and Indigenous peoples and communities. Fourth, we discuss the implications for rural and Indigenous communities and identify future directions for research on PID.

2. Materials and Methods {#sec2-ijerph-17-04227}
========================

Scoping reviews aim to provide a survey of studies on or related to a topic rather than to assess the quality of each study. A scoping review was considered an appropriate strategy for this research topic because it was not previously comprehensively reviewed \[[@B12-ijerph-17-04227]\]. This scoping review was conducted following guidelines for scoping studies outlined by Colquhoun and colleagues involving a stepwise process of search, selection, extraction, and synthesis of the literature \[[@B13-ijerph-17-04227]\]. A separate protocol for this review does not exist; below, we provide a detailed roster overview of the review process. To ensure the quality of scoping review reporting, we used a checklist developed by Tricco and colleagues \[[@B14-ijerph-17-04227]\]. Other than the assessment of and secondary analysis of the studies, this scoping review complies with the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) statement and checklist.

2.1. Definitions of Key Terms {#sec2dot1-ijerph-17-04227}
-----------------------------

We use the term "PID" to refer to all types of government-issued personal identification used to recognize citizens and denizens for the purposes of granting access to vital services. Common forms of PID include "identity documents" (e.g., birth certificates, passports) and "identity cards" (e.g., driver licenses, provincial health cards, hunting licenses). By contrast, the term "ID" includes non-government issued forms of identification (e.g., student body card, private club membership, employment ID cards) and may not grant access to vital services provided by the government. We only use the term "ID" when quoting studies or in reference to specific identification cards. Because existing studies sometimes use these terms interchangeably, or simply use the more common term ID, our search strategy employed the term "identification" to search databases.

2.2. Search Strategy {#sec2dot2-ijerph-17-04227}
--------------------

A search string was developed ([Table 1](#ijerph-17-04227-t001){ref-type="table"}) and used to search the following citation databases: Web of Science™ (Clarivate Analytics, Philadelphia, PA, USA), CORE Collection (EBSCO, Ipswich, MA, USA), MEDLINE^®^ (National Library of Medicine, Bethesda, MD, USA), CabDirect© (CABI, Wallingford, UK), and EBSCOHost© (EBSCO, Ipswich, MA, USA). These databases cover health, sociology, anthropology, and psychology disciplines, thereby providing the opportunity to capture the broad literature, as well as approach the research question from different perspectives. No search restrictions were placed (e.g., language, date, publication type). A complementary search for gray literature documents, such as government research reports, was also conducted using a series of simple search strings in Google (e.g., "barriers to obtaining identification in North America"). As Google returns results based on relevance criteria related to the search term entered, only the first 100 hits of each search were examined \[[@B15-ijerph-17-04227]\]. The reference list of all relevant studies was also hand-searched to identify any further relevant studies not captured in the search. Records were uploaded into EndNote X7^®^ and de-duplicated.

2.3. Relevance Screening {#sec2dot3-ijerph-17-04227}
------------------------

The titles and abstracts of studies were screened according to a priori inclusion criteria. To be included in the scoping review, studies needed to report on barriers or facilitators to obtaining PID in the North American context. Studies were excluded if they were not relevant to this topic or were not in the English language. In some cases, a full-text review was conducted in order to assess suitability. Sources of evidence included primary studies published in English as journal articles, books, research reports, dissertations and theses, or conference proceedings. To ensure the availability of data for charting purposes, we excluded newsletters, news articles, and summaries.

2.4. Data Charting {#sec2dot4-ijerph-17-04227}
------------------

We developed and used a charting form to capture data from each study. Key information extracted included author, year of publication, country of origin, purpose, publication type, study scale, study population, methodology/methods, and key findings that related to the scoping review question. Charting followed an iterative process in which the data were extracted and the charting form was updated continuously. Of note, study screening and data charting were done by one author (S.L.), presenting possible concerns over reviewer bias. To address this bias, this author discussed challenges and uncertainties related to the reviewing strategy with the co-authors and refined the approach in the process.

2.5. Analysis {#sec2dot5-ijerph-17-04227}
-------------

The data analysis included quantitative analysis and qualitative analysis. For quantitative analysis, we used descriptive statistics to present the characteristics of the study, methodology, and findings. To characterize and summarize factors which act as barriers to and facilitators of obtaining identification, we used thematic qualitative analysis following a process outlined by Braun and colleagues \[[@B16-ijerph-17-04227]\]. First, studies were read in full and notes were written to facilitate data familiarization. Then, codes were assigned to portions of the text that discussed identification. We used an inductive approach to coding, with no pre-formulated assumptions of how codes should be defined. Similar codes were then grouped into descriptive themes that illuminate patterns in the data across studies. We selected quotations that exemplified these themes and presented them in the results to provide a rich and nuanced description of the data \[[@B16-ijerph-17-04227]\]. To ensure the validity of the qualitative analysis, we held regular discussions among the authors surrounding the developed themes. Data were stored in a spreadsheet (Excel 2013, Microsoft Corporation, Redmond, WA, USA) to facilitate analysis.

3. Results {#sec3-ijerph-17-04227}
==========

The initial search returned 1401 studies; after the removal of duplicates and non-relevant studies, a total of 31 studies were included ([Figure 1](#ijerph-17-04227-f001){ref-type="fig"}). A summary of the descriptive characteristics of these studies is shown in [Table 2](#ijerph-17-04227-t002){ref-type="table"}. The median publication year of relevant studies was 2005 (range 2000--2018). There was a near equal balance of publications from Canada (51%) and the United States (49%). Most of the studies were from the academic literature, though a significant portion (30%) were from the gray literature. Many of the 31 studies (45%) were purely qualitative and used interviews to collect qualitative data from participants. Most studies focused on homeless youth, adults, or people in general (58%, *n* = 18). A detailed summary of the 31 studies, including relevant findings, can be found in [Appendix A](#app1-ijerph-17-04227){ref-type="app"}.

Three descriptive themes were identified across the 31 relevant studies that capture barriers to, and facilitators for, obtaining identification: (1) gaining and retaining identification, (2) access to health and social services, and (3) facilitating identification programs and services. These themes are described in detail below and are supported by illustrative quotations from study participants and/or study authors.

3.1. Gaining and Retaining Identification {#sec3dot1-ijerph-17-04227}
-----------------------------------------

One of the biggest challenges identified in the literature that individuals faced was the acquisition and retention of PID. According to many studies (32%, *n* = 10), the main reason people reported for not having identification was that it had been either lost or stolen (e.g., \[[@B17-ijerph-17-04227],[@B18-ijerph-17-04227],[@B19-ijerph-17-04227]\]). This is particularly true for many people who are precariously housed or homeless. Campbell and colleagues, for example, conducted one-on-one interviews and focus groups with individuals in Calgary that were homeless and health and social services providers in which one participant without housing identified PID as a key barrier: "One of the things I just thought of that could be a potential barrier is missing or stolen ID" \[[@B17-ijerph-17-04227]\] (p. 7). Further support is provided by a survey of 1169 people who were homeless in Toronto, which found that 315 (27%) were not in possession of their health card \[[@B18-ijerph-17-04227]\], and in the United States, an estimated 11% of voting-age citizens lacked identification, with estimates higher among those experiencing homelessness \[[@B20-ijerph-17-04227]\]. Additionally, it is common in homeless shelters to have one's personal belongings, where IDs and other personal documents are typically stored, taken if left unattended for even a short period of time or while sleeping \[[@B21-ijerph-17-04227],[@B22-ijerph-17-04227],[@B23-ijerph-17-04227]\]. Consequently, whether living on the streets or staying in a shelter, maintaining possession of one's belongings requires constant vigilance, which is challenging for many people living in precarious circumstances. In addition, many people experiencing homelessness do not possess the means of replacing their PID (e.g., money for fees, knowledge of application process, competency with bureaucratic forms).

Other studies (16%, *n* = 5) highlighted the requirement of an address or an existing piece of identification in order to apply for additional identification (e.g., \[[@B24-ijerph-17-04227],[@B25-ijerph-17-04227],[@B26-ijerph-17-04227]\]); yet, many homeless people frequently are unable to provide either of these. Gordon interviewed 102 people visiting identification clinics in Edmonton, Alberta, and reflected: "Nine people spontaneously told me 'you need ID to get ID,' or similar words" \[[@B27-ijerph-17-04227]\] (p. 256). In a study exploring the lived experiences of 20 adolescent women in Seattle who were homeless, the authors reported:

> *\[The young women\] claimed that the biggest structural barriers to care \[that they identified\] at many hospitals or clinics not designed for homeless youth were questions over consent for care, being asked to provide addresses and an identification (ID) card, and source of insurance or payment \[[@B28-ijerph-17-04227]\] (p. 169).*

Still more studies (16%, *n* = 5) emphasized the high cost of obtaining identification (e.g., \[[@B25-ijerph-17-04227],[@B26-ijerph-17-04227],[@B29-ijerph-17-04227]\]). For example, one study from Toronto, Canada finds:

> *Even a modest fee can make it difficult for a homeless young person to obtain identification---and in many states, the cost of obtaining an ID card is far from modest \[[@B25-ijerph-17-04227]\] (p. 18).*

For people who are economically marginalized and/or precariously housed, even seemingly minor fees constitute a financial hardship that makes the acquisition of PID prohibitive. In the province of Ontario, for example, higher fees are charged for replacement birth certificates, and if people go through "third party" providers rather than state agencies to obtain this form of ID, additional service fees are incurred. This means that people who have little or no money and who are likely to lose or have their PID stolen due to being precariously housed are further burdened with higher replacement fees. Ultimately, people regularly prioritize the immediate needs of food, transportation, or rent rather than the costs of replacing a lost or stolen document. Furthermore, additional costs are required if individuals must take public transportation or live in rural or remote locations and have to travel to service centers. According to a United Nations report, the "greater the distance to the registration center the higher the financial costs to the family" \[[@B30-ijerph-17-04227]\].

Other scholarship outlined those barriers to obtaining identification that were unique to specific social groups. For example, a lack of legal identity is a barrier among immigrants who are undocumented \[[@B31-ijerph-17-04227]\]. In some US states and Canadian provinces, youth are required to obtain the consent of their parents or legal guardians and need to be a certain age in order to apply for identification. For instance, in Ontario, youth have to be at least thirteen years of age to apply for many forms of PID on their own behalf, and for youth who are minors and estranged from parents or guardians, age-related restrictions present significant barriers \[[@B25-ijerph-17-04227],[@B32-ijerph-17-04227]\] and potential danger for those individuals trying to avoid foster care or the return to a less than safe environment. Young women who are homeless reported facing judgement and censure from health care providers \[[@B28-ijerph-17-04227]\]. One study also reported stigmatizing attitudes towards people who were homeless in general \[[@B18-ijerph-17-04227]\]. For female sex workers in Miami, a lack of space for the storage of identification posed a problem; without storage space for possessions, "women are often assaulted or otherwise robbed of the few goods they own," including their IDs \[[@B33-ijerph-17-04227]\] (p. 353). In some Canadian provinces (e.g., Ontario, British Colombia, New Brunswick), there is a three-month waiting period for a provincial health card for newcomers \[[@B34-ijerph-17-04227]\], leaving people in a vulnerable position should they require emergency services during the window of no coverage.

A few studies (10%, *n* = 3) also reported barriers in the accurate and complete reporting of personal information, like date of birth and the incorrect recording of names and place of birth \[[@B35-ijerph-17-04227],[@B36-ijerph-17-04227],[@B37-ijerph-17-04227]\]. A study by Melnik and colleagues explored the accuracy of birth data collected in New York State facilities, and found barriers including incomplete information provided by medical staff, birth data located in multiple systems, conflicting birth data from different sources, and inadequate staff resources \[[@B36-ijerph-17-04227]\]. In California, Smith and colleagues found the misclassification of ethnicity and race in administrative records in 23.1% and 33.6% of children, respectively \[[@B37-ijerph-17-04227]\]. The authors reported two major causes of this misclassification, including missing information in administrative records and the classification of children of multiple races based on information from only one parent.

While many studies (55%, *n* = 17) included the socio-demographic characteristics of participants, such as age, gender, and ethnicity \[[@B18-ijerph-17-04227],[@B38-ijerph-17-04227],[@B39-ijerph-17-04227]\], few attempted to differentiate people's experiences and perspectives that result from these characteristics. For example, 385 adults in Toronto who were homeless that participated in a survey included, but were not limited to, 63% white, 12% black, and 9% Indigenous \[[@B38-ijerph-17-04227]\]. However, while the study found that 34% of participants had a health card, it did not indicate whether this outcome corresponded with a particular racial identity. Information on which ethnic groups possessed a health card would help inform more nuanced efforts to increase access to identification and health care more generally. A notable exception where this information was included is a qualitative study in Edmonton, where 40% of interviewees (*n* = 41) were estimated to be Indigenous, with the majority being men \[[@B27-ijerph-17-04227]\]. The study found that Indigenous men and women experienced more barriers to identification on average compared to non-Indigenous men and women. In a different study from California, Smith and colleagues found that children of minority groups are more likely than non-minority groups to experience the misclassification of ethnicity and race in administrative records, presenting possible consequences for data misinterpretation and over/underestimated health disparities, as well as presenting further difficulties later in life if and when people have to replace their PID \[[@B37-ijerph-17-04227]\].

The challenge posed by PID was further exacerbated for sexual minorities, particularly transgender individuals \[[@B25-ijerph-17-04227],[@B39-ijerph-17-04227]\]. In a study exploring the lived experiences of 27 transgender youth that were homeless in New York City, many either did not have identification or had identification documents that did not match their self-designated gender and presentation, resulting in "transgender and gender expansive young people facing harassment and discrimination when applying for jobs" \[[@B39-ijerph-17-04227]\] (p. 16).

3.2. Access to Health and Social Services {#sec3dot2-ijerph-17-04227}
-----------------------------------------

Following from the inability to acquire or maintain PID are the social and health consequences that directly result. The lack of identification was reported by many studies (42%, *n* = 13) as a factor impacting the ability of individuals to access health services (e.g., \[[@B17-ijerph-17-04227],[@B40-ijerph-17-04227],[@B41-ijerph-17-04227]\]). For example, one provider in Calgary, Canada reported:

> *Identification is something that you often need when you go to clinics and a lot of our \[clients\] do not have ID---whether or not they even have Alberta Health Care cards with them or have even applied for their Alberta Health Care cards. We have a lot of out-of-province clients that come through, a lot of immigrants that come through so then that whole issue is do they even get access to certain types of care just due to not having the proper documents \[[@B17-ijerph-17-04227]\] (p. 7).*

A lack of PID becomes both a direct and indirect barrier to accessing services. In Ontario, for example, residents must present an Ontario health card in order to receive benefits through provincially funded health coverage \[[@B24-ijerph-17-04227]\]. To receive a health card, however, an individual must provide three key documents (proof of citizenship, proof of Ontario residency, and some form of personal identification from a specified list), which poses significant difficulties for people with precarious housing. Bureaucratic structures with onerous requirements for applying for PID can further complicate matters for many people. In a qualitative study involving 54 youth in Los Angeles who were homeless and drug-dependent, the authors reported:

> *Perhaps surprisingly, structural barriers cited by the youth stemmed not from a paucity of agencies or resources but conversely from the presence of too many agencies with endless bureaucratic requirements involving interagency referrals, the need for identification cards, time-consuming paperwork, and lack of continuity of care \[[@B42-ijerph-17-04227]\] (p. 158).*

This was also echoed in a qualitative study involving 20 young women in Seattle experiencing homelessness:

> *So you have to go to a regular clinic and they take forever to register you and they want to know why you don't have insurance and then they make you sit there another 45 minutes until they call someone to figure out what it is. I've had so many bills from places like that so many notices. I always told them from the beginning, 'I'm homeless. I don't have an ID. You can't call my parents; they will not say they're my guardians. They will not take responsibility for me. I don't have insurance.' You know---it's like, 'Can you please? I'm bleeding here - can you help me'? \[[@B28-ijerph-17-04227]\] (p. 169).*

According to some studies (26%, *n* = 8), government-issued identification is also required to access food banks (e.g., \[[@B19-ijerph-17-04227],[@B20-ijerph-17-04227],[@B26-ijerph-17-04227]\]). A survey of service providers across 16 US states found that when individuals who were homeless could not provide photo identification, 53% were denied food stamps \[[@B29-ijerph-17-04227]\]. Another survey of homeless adults in downtown Toronto reported that 15% of adults that were homeless were unable to access the food bank due to a lack of identification \[[@B43-ijerph-17-04227]\]. In New York City, 29 out of the 47 (62%) food pantries surveyed had an identification requirement \[[@B44-ijerph-17-04227]\].

In an unnamed city in the US, individuals living with mental health disabilities and facing homeless were found to face further challenges to accessing services as a result of the lack of PID:

> *Returning offenders who have mental illness are often eligible for several public assistance programs, including General Assistance, food stamps, and Medicaid. In the state where the study site is located, all such programs are administered by the state's public assistance department, which also oversees the application process and thereby controls access to services. Identification requirements are a central feature of the application process, and these requirements emerged early in the study as a source of problems for clients" \[[@B19-ijerph-17-04227]\] (p. 117).*

Indeed, a lack of PID was identified by several studies (13%, *n* = 4) as a serious barrier to accessing social housing and income support (e.g., \[[@B43-ijerph-17-04227],[@B45-ijerph-17-04227],[@B46-ijerph-17-04227]\]). For example, the lack of personal identification was reported as a barrier of many people who were either homeless or precariously housed that were applying to the Ontario Disability Support Program \[[@B46-ijerph-17-04227]\]. In a survey of 368 adults in Toronto that were homeless, 22 (6%) reported that the lack of PID was the main reason for remaining homeless \[[@B43-ijerph-17-04227]\].

Suggestions for reducing barriers to accessing health and social services include: welcoming other forms of identification (e.g., non-government issued identification) \[[@B20-ijerph-17-04227]\], providing alternative verification processes for proof of identity or residence (e.g., allowing people who were homeless to use the address of a shelter as their mailing address) \[[@B25-ijerph-17-04227],[@B32-ijerph-17-04227]\], building mechanisms to improve access to services that do not require individuals to present identification (e.g., databases that transfer medical data between sites) \[[@B38-ijerph-17-04227],[@B42-ijerph-17-04227]\], building the cultural competencies of health care providers \[[@B18-ijerph-17-04227],[@B28-ijerph-17-04227],[@B33-ijerph-17-04227],[@B47-ijerph-17-04227]\], and improving the access and availability of information on how to obtain identification and reducing or eliminating fees \[[@B31-ijerph-17-04227],[@B32-ijerph-17-04227]\].

3.3. Facilitating Identification Programs and Services {#sec3dot3-ijerph-17-04227}
------------------------------------------------------

Finally, a number of studies exploring PID facilitators (13%, *n* = 4) recommended funding programs at social service agencies to support the replacement and storage of identification \[[@B25-ijerph-17-04227],[@B38-ijerph-17-04227],[@B48-ijerph-17-04227],[@B49-ijerph-17-04227]\]. Kopec and Cowper-Smith described four organizations in Canada that provide a space to store identifications (sometimes referred to as "ID banks") \[[@B50-ijerph-17-04227]\]. Most of these organizations also help clients apply for their identification and cover the associated fees. Similarly, Goldblatt and colleagues described two identification programs that provide a mix of support services at no fee \[[@B45-ijerph-17-04227]\]. In one case, the Regional Municipality of York Region in Ontario provides a mailing address for clients when necessary, delivers identification to clients, and connects individuals with other services such as housing, food resources, and financial support. In the second case, the city of Toronto provided funding to support the ID Bank located at Street Health. Other studies argued that ID fees for people who were homeless should be waived \[[@B29-ijerph-17-04227],[@B30-ijerph-17-04227],[@B31-ijerph-17-04227],[@B32-ijerph-17-04227]\]. In one state, South Carolina, people that were homeless were not required to pay fees associated with PID:

> *In order to get a fee waiver, a homeless person provides a letter from a shelter employee or other service provider indicating that he is homeless and requesting a fee waiver \[[@B29-ijerph-17-04227]\] (p. 21).*

4. Discussion {#sec4-ijerph-17-04227}
=============

Within the modern bureaucratic state, personal identification serves many, often contradictory, purposes. On the one hand, establishing identity can connect individuals to vital health and social services, while, on the other hand, the theft and misuse of identity can have devastating consequences, ranging from breaches in personal privacy and financial fraud to the loss of democratic freedoms when governments use personal data to surveil individuals and populations. Recent conversations about PID have tended to focus on the latter issues, precipitated mainly by the events of 9/11 and recent high-profile cases of cybertheft and the sale of personal data by major corporations. While it is important to acknowledge the validity of these concerns, this scoping review focuses on the former issue by drawing attention to the central role played by PID in accessing essential state services, particularly among the most socially and economically marginalized people and groups in society.

We started this research prior to the outbreak of, and public health response to, the COVID-19 global pandemic, an event that makes it more apparent than ever how a lack of PID impacts access to the social determinants of health for the most marginalized people in society. At the time writing, local emergency food banks require valid identification, not only for the individual directly receiving the food, but for everyone living in the household \[[@B51-ijerph-17-04227],[@B52-ijerph-17-04227],[@B53-ijerph-17-04227]\]. Many people simply do not have access to PID documents and information at this tumultuous time, let alone are they able to afford the cost of a PID application at the moment. Marginalized people without PID are unable to travel home by air or bus, nor can they access many emergency housing supports, as these options all require PID, leaving some with no alternative but to live on the streets where physical distancing and other protective measures, like hand-washing, cannot be practiced \[[@B54-ijerph-17-04227]\]. Government service centers that normally process PID applications have limited both their business hours and their provision of services \[[@B55-ijerph-17-04227]\], and while these measures are important in helping to flatten the curve of COVID-19, they also further marginalize people in need of emergency services by making it exceedingly difficult to obtain PID at a time when it is needed most.

The results of this scoping review illustrate the paucity of research on what may be termed the "problem of personal identification," especially in regards to the barriers and facilitators faced by groups that are particularly marginalized in the acquisition and retention of PID. Our review also finds that the existing research, while limited, focuses primarily on people who are either homeless or precariously housed; to a lesser extent, the review also finds that sex workers and select sexual minorities face significant PID challenges, namely transgender people. It is also worth pointing out that almost one-third of our results come from the gray literature, in the form of reports and policy briefs produced by nonprofit organizations, like Street Health in Toronto, Canada. This suggests that a significant portion of the work on PID is being conducted by frontline organizations and that more academic involvement could support these organizations to study the issue more comprehensively.

Among the most common barriers to PID, the scoping review finds that homelessness creates obstacles to the acquisition of PID, as often an address is required to apply for PID, as well as to maintaining the possession of PID, as theft of and damage to personal belongings is an ever-present problem. Another key barrier associated with a lack of PID is an inability to access social and health services, which, in turn, makes people who are marginalized further vulnerable by limited access to the social determinants of health; this problem is particularly marked among women and youth. Finally, regarding facilitators, the review finds that identification programs, such as "ID banks," are positively associated with people's ability to acquire and maintain PID. These findings highlight important sociological interactions, ranging from economic deprivation and homelessness to gender and sexual identity, that contribute to people's ability to acquire or maintain key forms of PID that are the gateway to accessing vital services.

Another notable finding of the scoping review was a pointed statement shared by several interviewees of one study: "You need ID to get ID...you can't do anything without ID" \[[@B27-ijerph-17-04227]\] (p. 256). This reality speaks to the importance of birth registration and maintaining the possession of a birth certificate. In Canada, for instance, a birth certificate is required to acquire most forms of identification, such as a Social Insurance Number (SIN) or an Indian Status Card, which is required under the Indian Act to confirm the Indian status of Indigenous people. Even for forms of PID that do not directly require a birth certificate, such as an Ontario health card or driver license, a birth certificate is necessary to get the prerequisite identification needed to apply for a health card or driver license. Thus, in Canada, as in many other nations, the birth certificate becomes the foundational piece of PID that enables access to all other identification documents. That many PID applications require a permanent residence in order to be issued becomes a "catch 22" situation of sorts, wherein people who are precariously housed require a home in order to obtain PID that will enable them to access housing or health and social services.

Conspicuously absent from the existing literature was research that focused on northern and rural populations, Indigenous people, and the relationship between the two. In Canada, for instance, Indigenous people make up a significant proportion of the population in the rural and provincial north, and further clarity is needed on the unique PID problems facing this population, such as birth registration and the acquisition of birth certificates, as well as the difficulties of obtaining PID in areas with extremely limited access to state social and health services \[[@B6-ijerph-17-04227]\]. Our preliminary work, for example, has shown that 73% of the clients seeking birth certificates and other forms of PID in Thunder Bay and the surrounding district identify as Indigenous \[[@B56-ijerph-17-04227]\], indicating that this is an important area of further study. Likewise, the structural barriers that exist in fly-in and road access First Nations have not been addressed, nor is there any sustained analysis of the historical and ongoing impacts of settler colonialism on access to and the meaning of PID.

Although a few studies identified the reporting of inaccurate birth information by medical staff or other administrative personnel as a barrier to acquiring PID, the particular experiences of Indigenous peoples in the north and the implications have not yet been fully fleshed out. For instance, Indigenous children forced to attended residential schools frequently had their names changed, misspelt, or dates of birth recorded incorrectly \[[@B57-ijerph-17-04227]\]. Records of these activities, which would help substantiate claims of identity, have often been lost to fires and flooding that frequently occur in rural settings. That this is a historical problem, dating back to the 1800s, means that elders from rural areas are even less likely to have access to original documentation required to acquire PID. Furthermore, these problems have persisted for Indigenous children, who continue to be removed from their families and communities at alarming rates by child welfare agencies. In Canada, Indigenous children account for 48% of the children in foster care, while constituting only 4.3% of the Canadian population \[[@B58-ijerph-17-04227]\]. The fear of possible child apprehension may also pose a further barrier to birth registration for Indigenous peoples, if parents are afraid to report new births \[[@B59-ijerph-17-04227],[@B60-ijerph-17-04227]\]. Long histories of settler violence enacted through systems of education, health care, policing, and child welfare have ensured that Indigenous people and communities have been over-policed and under-serviced by the state. As a result, mechanisms, like birth certificates and other forms of PID, which make citizens visible to state structures and services, can often be problematic and fraught with anxiety and distrust for Indigenous people.

More research is also needed on the implementation and use of "ID banks" as a facilitator for acquiring and maintaining PID. Storage programs are particularly promising for people who are homeless, especially as the conditions of living unhoused frequently leads to the damage and permanent loss of PID \[[@B61-ijerph-17-04227],[@B62-ijerph-17-04227]\]. Such programs exist in different forms in urban areas, offering a variety of storage options for PID. Options include the storage of original copies of PID, official duplicates, and unofficial photocopies, as well as the storage of digital copies on secure servers. In some instances, an unofficial photocopy of PID may be adequate to prove personal identity or, at least, to begin the process of applying for certain services contingent upon the client returning with the original identification document to complete the process. In other cases, agencies that host ID banks can also be contacted to vouch that the photocopy is accurate and on file; this model can be particularly effective among partnering agencies or those with a memorandum of understanding (MOU) for specific issues.

Importantly, there are examples of agencies that work with people who are homeless to create their own form of "agency ID card" for clients, which is recognized by local law enforcement due to the agency's reputation (e.g., Street Health in Toronto, ON, Canada). Furthermore, some agencies with ID banks have staff with registered notary status, enabling them to make notarized copies of PID on site. A staff member who can serve as a notary alleviates one more complicated, if not costly, step, as notary services can be prohibitive for people who are economically disadvantaged. Using an ID bank service means that clients know their PID is safely stored and can be accessed during agency business hours (or whatever access schedule is in place). Some agencies also serve as a mailing address where clients may have identification documents sent for official receipt and safe storage. ID banks may be one way that frontline service agencies with extremely limited resources can begin to address the PID problem among their clientele. Research on this topic should focus on the structure and design of ID banks, common/best practices, who uses them and why, which agencies have established them and to what effect, and barriers to implementation. It is also important to further explore the ways in which different national and provincial/state jurisdictions and policies affect the implementation and design of ID banks. If the process of instituting an ID bank is too costly or bureaucratically onerous, many community agencies with limited resources will be deterred from attempting to provide this important service. Finally, it is important to better understand the implementation and use of ID banks in rural areas, as the current literature deals exclusively with urban settings.

Study Limitations and Future Directions
---------------------------------------

It is important to consider the potential risk of bias within this review. First, this scoping review was limited to English-language articles, which most obviously biases findings toward higher income Western nations but also, in the case of Canada, excluded francophone areas like Quebec. While many of the themes identified in the literature are likely national and therefore also exist in Quebec, PID barriers and facilitators that are particular to that province require further investigation prior to the development and implementation of federal policy. Second, in general scoping reviews, including this one, do not evaluate the methodological quality of the studies nor the quality of the evidence, but rather focus more broadly on the outcomes presented by the studies \[[@B63-ijerph-17-04227]\]. Third, a further limitation of this study was the decision to limit the scope of analysis to PID in North America. This decision was anchored in our particular research project that examines the PID experiences of Indigenous people in Canada and the US---nations that have similar policies and practices. Undoubtedly, expanding the scope of the analysis to include places like Europe and Australia, for example, would shed additional valuable light on the experiences of other marginalized groups, including ethnic minorities and refugee and migrant communities, as well as the bureaucratic practices of other nations with respect to PID. Finally, as with any scoping review, some literature may have been missed as a result of the keyword search strategy and the limitations of the selected databases, which may, for instance, limit the ability to locate key gray literature. The Google search alone, for example, might not capture all of the relevant gray literature \[[@B15-ijerph-17-04227]\]. For a more comprehensive analysis, future analyses might look at websites of key organizations or contact organizations to inquire if they have unpublished sources available. Nevertheless, this scoping review is rigorous and provides insights into some of the PID key barriers and important facilitators in North America.

5. Conclusions {#sec5-ijerph-17-04227}
==============

This scoping review is the first step toward investigating the problem of PID through an intersectional lens. Our findings indicate that PID is an important influence on the ability of people who are marginalized to acquire and maintain PID that, among other things, enables access to the social determinants of health. It is our position that a more complete understanding of the barriers and facilitators to PID is imperative, particularly in different local, regional, and national contexts, as well across a diverse range of social identities. Such research will benefit multiple disciplines in the social and health sciences and nursing, as well as policy-oriented fields. Interweaving this understanding with a more sophisticated understanding of the social determinants of health would further highlight ways that poverty and social factors, like racism and colonialism, help reproduce one another. This would not only provide a more nuanced understanding of the problem of PID, but contribute to evidence-informed policy aimed at ameliorating the problem and improving health outcomes among people that are the most underserved and marginalized in society.
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Homeless people at greater risk of having ID, such as their health card, stolen or lost; yet they are most vulnerable and likely to require healthcare
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\]
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Homeless people often do not possess ID and financial documents required to apply for the program; thus, ID is structural barrier for most marginalized people
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Six percent of respondents said lack of ID is reason for homelessness; ID lost or taken away by authorities; importance of ID for accessing social services
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ijerph-17-04227-t001_Table 1

###### 

Search strategy to identify peer-reviewed articles on barriers and facilitators to obtaining identification.

  Main Terms                  Expanded Terms
  --------------------------- --------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
  Identification              ("Photo identification" OR "personal identification" OR "government-issued identification" OR "civil identification" OR "birth identification" OR "birth certificat \*" OR "birth registration" OR "photo ID") AND
  Barriers and facilitators   ((barrier \* OR challenge \*) OR (facilitator \* OR opportunit \*))

\* Boolean operator symbol for truncation used to broaden search by capturing all variations of words.

ijerph-17-04227-t002_Table 2

###### 

Summary of the descriptive characteristics of 31 studies on the barriers to and facilitators of obtaining identification in North America.

  Characteristics                           No.   \%
  ----------------------------------------- ----- ------
  Document type:                                  
       Peer-reviewed journal article        22    71.0
       Research report                      9     29.0
  Study location:                                 
       Canada                               16    51.6
       USA                                  15    48.4
  Study scale:                                    
       Local                                25    80.6
       State/provincial wide                4     12.9
       Not specified                        2     6.5
  Approach:                                       
       Qualitative                          14    45.2
       Quantitative                         9     29.0
       Other (not specified, theoretical)   6     19.4
       Mixed qualitative quantitative       2     6.4
  Target population ^a^:                          
       Homeless people in general           11    12.9
       Homeless youth specifically          4     9.7
       Homeless adults specifically         3     9.7
       General population                   3     6.5
       Sexual minorities                    2     6.5
       Sex workers                          2     6.5
       Injection drug users                 2     6.5
       Immigrants                           2     6.5
       Refugees                             1     3.2
       Previous offenders                   1     3.2
       Children                             1     3.2
       Cancer patients                      1     3.2

^a^ Numbers do not add up because target population could have multiple characteristics.
